Introduction
The Fitz-Hugh-Curtis syndrome is perihepatitis due to genital tract infection. ' Culture of bacteriological swabs from the rectum, urethra, vagina, and endocervix proved negative. Culture of endocervical and high vaginal swabs for chlamydiae transported to the laboratory in modified sucrose phosphate transport medium were also negative. Using the microimmunofluorescence technique, however, the titre of IgG antibody against C trachomatis immunovars D-K was 1/4096, which showed recent exposure to a potent antigenic stimulus. The gelatinous adhesions biopsied at operation showed vascular tissue with non-specific acute on chronic inflammation.
The patient's condition improved after treatment with oxytetracycline, metronidazole, and ampicillin. She was discharged home, quite well, after 11 days. The titre of chlamydial antibody (D-K) three weeks later was 1/510. Her sexual partner refused investigation.
Discussion
The relation between right upper quadrant peritonitis, perihepatitis, and pelvic inflammatory disease was first described by Stajano in 1920.3 The syndrome is commonly associated with the names of Curtis', and Fitz-Hugh2 whose reports of the condition appeared in 1932 and 1934 respectively. Curtis described the association of "violin string" adhesions between the liver and the anterior abdominal wall, and Fitz-Hugh independently reported right upper quadrant pain as an early manifestation of the condition. The infecting organism in the Fitz-Hugh-Curtis syndrome was originally thought to be Neisseria gonorrhoeae, but more recently C trachomatis has been strongly implicated. In our case the diagnosis of chlamydial 
